Mobility devices afford people with disabilities the opportunity to move independently, realize equal opportunities, benefit from human rights, and live in dignity. 1 For children who lack independent and efficient mobility, use of power mobility devices ranging from battery-operated, ride-on toys to power wheelchairs has been shown to enhance overall independence, development, and participation. 2 Despite findings that young children with disabilities demonstrate fewer social mobility behaviours than their peers, 3 surveys conducted in Canada and Sweden suggest that power mobility is rarely introduced in the preschool years. 4, 5 A variety of factors appear to influence a child's access to and use of power mobility devices, including therapists' attitudes, 5 service delivery models, 6 funding restrictions, 4 and the lack of developmentally appropriate early power mobility devices. 7 A 2005 survey of 140 paediatric power wheelchair providers in the USA found that the reasons a power wheelchair was not recommended for a child were often child-centred (including cognitive, physical, and behavioural factors), whereas reasons a child who was recommended for a power wheelchair but did not receive one were often related to non-child-centred factors such as funding, lack of family support, home accessibility, and transportation issues. 8 A 2016 environmental scan of key informants from across Canada revealed that while power wheelchairs could be prescribed and publicly funded for young children, the actual use of power mobility devices by children was often limited by a dearth of trial/loaner devices, the level of expertise available at individual local therapy centres, and a lack of public funding for alternative power mobility devices such as modified battery-operated, ride-on toys. 9 A Delphi study by Livingstone and Paleg, 10 which included 16 expert clinicians and researchers in the field of paediatric power mobility from Canada, the USA, Sweden, and Australia, achieved consensus on nine transferrable messages related to practice considerations for the introduction and use of power mobility in children. These messages included groups of children for whom power mobility was appropriate, factors influencing training and learning for children with multiple and complex disabilities, and the impact of power mobility on development, mobility, participation, and independence. 10 However, it is not known if the views expressed by these experts are representative of the views of paediatric occupational therapists and physical therapists in Canada and the USA. As such a comprehensive survey has not yet been conducted, the primary purpose of this study was to explore the current views and practices of paediatric occupational therapists and physical therapists in Canada and the USA in relation to power mobility use for children with mobility limitations. A secondary purpose was to explore respondents' agreement or disagreement with practice considerations developed by Livingstone and Paleg 10 regarding the introduction and use of power mobility.
METHOD Participants
Paediatric occupational therapists and physical therapists in Canada and the USA were invited to participate in the study. Inclusion criteria were licensure as an occupational therapist or physical therapist in either Canada or the USA and having a current caseload of at least 50% children (<21y). To avoid multiple completions of the survey, a question about previous survey completion was included at the beginning of the survey. Respondents who answered 'yes' to this question were not permitted to proceed to the main survey.
Data collection
This descriptive, cross-sectional study utilized a nonexperimental, survey methodology designed to collect quantitative data. All methods were approved by the authors' institutional ethics committees. The study survey included questions pertaining to therapists' decisions to trial and use power mobility, agreement or disagreement with 11 statements developed from published practice considerations regarding the introduction and use of power mobility, 10 and the frequency of performing tasks related to power mobility prescription and training. Demographic questions related to licensure as an occupational therapist or physical therapist, country of residence (Canada or USA), primary practice setting, and the age ranges of children served were also included. Before the onset of the study, a draft survey was reviewed by an expert panel (n=10) consisting of paediatric academic faculty members at occupational therapist and physical therapist educational programmes in Canada and the USA; special educators and clinicians with extensive experience in paediatric power mobility; and researchers experienced in survey development. Panellists were asked to complete the draft survey and respond to open-ended questions regarding wording and clarity of survey questions, as well as the completeness of the draft survey. Panellists' suggestions were incorporated into the final survey. Questions in the final survey, as well as additional information regarding the survey, are available in Appendix S1 (online supporting information).
SurveyMonkey was used to host this web-based, open survey. The survey was designed to permit respondents to skip questions they preferred not to answer (i.e. each question was voluntary). 11 Recruitment methods included use of social media (Twitter and Facebook groups for occupational and physical therapists), professional listservs (paediatric special-interest groups) of provincial and state professional organizations, the Seating and Mobility special-interest group of the Rehabilitation Engineering Society of North America, and electronic newsletters of professional organizations in both countries (the American Academy of Pediatric Physical Therapy and the Canadian Physiotherapy Association's Pediatric Division). Snowball recruitment was also used to e-mail the survey link to key professional contacts who were asked to forward the link to potential respondents. Submission of the survey served as consent.
Data from questions collecting numeric data were analysed using Microsoft Excel 2016 to determine descriptive statistics (mean, standard deviation [SD] , and range). Closed-ended questions were analysed using the percentages of responses for each category. For the two questions related to the importance of factors used in decision-making, responses were separated into dichotomous variables where responses of 'essential', 'very important', and 'important' were defined as 'important' and responses of 'somewhat important' and 'non-important' were defined as 'less/not important'. Given the ordinal nature of the survey data, non-parametric statistics were used to determine if there were differences between the two primary respondent groups: (1) occupational and physical therapists; and (2) American and Canadian therapists. Specifically, MannWhitney U tests were performed using non-collapsed data. A p-value of 0.050 was used as the cut-off point for statistical significance. For the purpose of this analysis, responses of 'I don't know' to questions pertaining to agreement or disagreement with published practice considerations were treated as missing data values for the respective question. 10 
RESULTS Demographics
A total of 1009 paediatric occupational or physical therapists in Canada or the USA accessed the survey and responded to questions regarding the inclusion criteria in ways that indicated that the criteria for the study were met. The survey did not require respondents to answer all questions, so the number of responses varied for each question and are reported accordingly. Given the recruitment methods used in the study, a participation rate could not be determined. Of the 673 therapists who responded to demographic questions, 473 (70.3%) were physical therapists, 198 (29.4%) were occupational therapists, and two (0.3%) were both a physical and an occupational therapist; 514 (76.4%) were from the USA and 159 (23.6%) were from Canada. Respondents from Canada (n=155) included What this paper adds
• Occupational and physical therapists positively view early introduction of power mobility for children with mobility limitations.
• Few therapists actively provide early power mobility experiences.
• Power mobility training and monitoring power mobility devices are important therapist roles.
all 10 provinces and one of the three territories, and respondents from the USA (n=503) represented all 50 states. Note that some respondents answered the question related to the country in which they practised, but did not respond to the question related to the province/territory or state in which they practised. Figure 1 depicts the distribution of responses from each Canadian province/territory and USA Census Bureau geographical division. Table I lists respondents' primary practice setting and the distribution of age ranges of the children with whom respondents worked. Respondents (n=668) had an average of 17 years of experience as paediatric therapists (range 1mo-45y). Respondents (n=651) also reported an average of 14 years of experience working with children who used power mobility (range 0-43y).
Factors influencing decision-making
Respondents rated the importance of factors that influence their decision to recommend: (1) power mobility experiences (including use of battery-operated, ride-on toy cars, or a loaner device, or a recycled power wheelchair) as part of a child's intervention programme; and (2) an individually prescribed power wheelchair. Responses to these two survey questions are summarized in Table II . Most respondents (>80%) reported that certain child characteristics (e.g. cognition, desire to be mobile, and awareness of others) were more important when prescribing an individual power wheelchair than when simply recommending power mobility experiences, whereas other child characteristics (e.g. communication abilities, age) were less important in either situation. Respondents did not consider family resources and home accessibility to be important factors. Sufficient opportunity to practice was considered important for the introduction of power mobility. The family's positive perceptions were more important when prescribing an individual power wheelchair. The survey also included a question about the age at which respondents considered power mobility as an option for children with mobility limitations. The average age reported was 2 years and 3 months (SD 1y 8.5mo; range 0-14y). Table III summarizes respondents' level of agreement or disagreement with 11 statements adapted from published transferable messages regarding the introduction and use of power mobility. 10 More than 80% of respondents agreed or strongly agreed with statements related to the impact of power mobility on overall development (statement 1), enhancing independence and participation (statement 7), that prescription of power mobility devices for children with progressive neuromuscular conditions should include consideration of a child's future needs for electronics (statement 9), learning and development of selfinitiated behaviours (statement 10), and the importance of time and practice (statement 11). Most respondents strongly disagreed that use of power mobility interferes with the development of ambulation and other gross motor skills (statement 8). Respondents differed in their agreement between statement 5 regarding the benefits of power mobility for children with severe intellectual and/or sensory impairments (66.4% agreement) and statement 10 regarding benefits for children with multiple, complex disabilities (94.8% agreement).
Agreement or disagreement with published practice considerations

Time spent on power mobility tasks
Respondents reported the frequency of their involvement in tasks related to power mobility service provision. Results are included in Table IV . Across all tasks, respondents most frequently performed power mobility tasks either one or two times a year or never. Most respondents reported determining the individual set-up of a complex power wheelchair/alternative drive control system and providing power mobility experiences using adapted toy cars either one or two times a year or never. Creating and monitoring power mobility training programmes to be carried out by others and providing power mobility training were reportedly performed by a majority of respondents one or two times a year or never. Over half of the respondents reported monitoring the fit and function of a power wheelchair at least three or four times a year. More than half of respondents indicated that they rarely, if ever, refer children to a therapist or clinic with specialized knowledge in power mobility assessment.
Response differences between respondent groups
For all non-demographic survey questions, Mann-Whitney U tests did not reveal any significant differences in the distribution of responses between physical therapist and occupational therapist respondents. Significant differences were also not found between American and Canadian respondents.
DISCUSSION
This study explored the current views and practices of paediatric occupational and physical therapists in Canada and the USA related to power mobility use for children with mobility limitations. Similar to the findings of the survey study by Guerette et al., 8 respondents indicated that childcentred factors were important considerations when prescribing an individual power wheelchair. In the current study, child-centred factors were considered more important when recommending an individually prescribed wheelchair than when recommending power mobility experiences.
In the current study, the average age at which respondents considered power mobility (2y 3mo; range 0-14y) was slightly younger than that reported in the 2005 survey, where the average age was 3 years and 1.4 months (range 12-144mo). 8 Although the average age is becoming lower, case reports by Ragonesi and Galloway 12 (involving an 11-month-old with cerebral palsy) and Lynch et al. 13 (involving a 7-month-old with an L 4-5 myelomeningocele), as well as work by Livingstone and Paleg, 10 suggest that children as young as 1 year of age can successfully learn to use a joystick. Additional research is indicated to further explore therapists' clinical reasoning processes related to the age at which power mobility should be introduced.
Several seemingly paradoxical findings can be noted within the current study. For example, a strong majority of respondents agreed or strongly agreed with statements adapted from Livingstone and Paleg regarding use of Data are n (%).
power mobility at a young age (Table III, statements  2-4) . 10 Recent publications also describe the potential benefits of using battery-operated, ride-on toys and other early power mobility devices with young children who have mobility impairments. 14, 15 Yet 46.6% of respondents reported never providing these types of experiences to children in their practice (Table IV) . In addition, almost all respondents agreed or strongly agreed that time and practice are equally as important as a child's abilities when learning to use a power mobility device. Research further supports these concepts, 16, 17 and the 2008 World Health Organization guidelines on the provision of wheelchairs in less-resourced settings emphasizes the need to provide people who use wheelchairs with training in the safe execution of wheelchair skills. 18 However few therapists appear to be creating/monitoring and providing power mobility training programmes as a majority of respondents reported performing these tasks only one or two times a year or never (Table IV) . Dugan et al. 19 reported similarly contradictory findings in a study involving early intervention providers in that providers' beliefs regarding assistive technology use were not consistent with their decision-making practices. Future research is needed to explore the reasons behind the inconsistencies between therapists' beliefs and practice.
Prescribing complex power wheelchairs or alternate drive systems often requires advanced training and experience, so it is not surprising that almost half of the respondents in this study never provide this type of assessment and that a larger percentage refer to specialty clinics either three or four times per year or one or two times per year (Table IV) . Most respondents reported prescribing a basic joystick-driven power wheelchair for a specific child at least one or two times per year. Yet, surprisingly, relatively few respondents reported providing power mobility training or monitoring the fit and function of power mobility devices on a daily, weekly, or even monthly basis (Table IV) . Berry et al. stressed the importance of power mobility follow-up and noted that therapists have a responsibility to provide power mobility training. 20 Additional research is needed to further explore paediatric therapists' practices related to providing power mobility training and monitoring the fit and function of power mobility devices.
Over 90% of respondents agreed or strongly agreed that use of a power mobility device may support learning and the development of self-initiated behaviour in children who have multiple, complex disabilities (Table III, statement 11 ). In contrast, fewer respondents agreed or strongly agreed that children who have severe intellectual and/or sensory impairments can functionally use a power mobility device, and even fewer agreed or strongly agreed that children who have severe intellectual and/or sensory impairments may benefit from power mobility use, regardless of their ability to achieve independent use (Table III, statements 5 and 6). But these three statements (5, 6, and 11) all refer to a similar population. This discrepancy suggests that either the respondents in the current study did not consider the descriptor 'multiple and complex disabilities' to include children with intellectual and/or sensory impairments, or perhaps the use of the word 'severe' confounded the results. In the Livingstone and Paleg study, 10 participants also demonstrated lower agreement with similar statements. In the current study, over half of the respondents rated a child's cognitive abilities as an important factor in recommending power mobility experiences, whereas a higher percentage rated a child's cognitive abilities as important factor recommending an individually prescribed power wheelchair. Whether respondents considered certain cognitive abilities to be prerequisite to providing power mobility experience is not clear; however, research suggests that children with multiple, severe impairments may benefit and learn from power mobility use, even though they may never become independent power wheelchair users. [21] [22] [23] In fact, Nilsson and Durkin specifically advocate for the use of power mobility as an intervention to promote learning in children with multiple, severe impairments, 24 whereas Hardy suggests that cognitive skills previously considered prerequisite to using power mobility may, in fact, be developed through independent mobility experience. 25 Further research is needed to explore therapists' clinical reasoning processes related to power mobility use in children with multiple, complex disabilities and severe intellectual and/or sensory impairments.
Study limitations and bias
Confidence in the reported outcomes is potentially limited by the presence of several aspects of selection bias and information bias. Although the overall number of therapists who accessed the survey was high (n=1009), the actual number of respondents who answered any specific question was no greater than 66.9% (n=675). This percentage may have been affected by the length of the survey. Findings are limited to therapists in Canada and the USA and may not adequately represent views or practice in other parts of the world. It also is not known if the respondents adequately represent all paediatric occupational and physical therapists in Canada and the USA. Some geographical areas may have been over-represented, whereas other areas may have been under-represented. The fact that the survey was in English may have created a selection bias that affected the number of responses from French-speaking Canadian therapists. Survey responses also may have been influenced by information bias, such as recent events in the respondents' lives, creating a halo effect that could have over-or under-represented the importance of various concepts within the data. 11 It is also possible that respondents may have answered questions on the survey in ways that they felt would please the researchers or in a manner that they believe is expected by professional colleagues. 11 Memory recall factors, respondents' interpretation of the questions in the survey, truth-in-responses, social desirability, and conformity are other factors that may have potentially biased survey responses.
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CONCLUSION
This descriptive, cross-sectional study utilized a web-based survey to explore the views and practices of occupational and physical therapists in the USA and Canada regarding power mobility introduction and use with children who have mobility limitations. Although most respondents appear to have positive views towards use of power mobility, few appear to be actively engaged in tasks related to providing power mobility experience, assessment, and training. Further research is required to explore discrepancies between therapists' views and practices, including age of introduction, use of power mobility with children who have intellectual and sensory impairments, as well as the role of occupational and physical therapists in providing or overseeing training to ensure safe and effective power mobility use. Resources to support early introduction and training of power mobility by therapists working in community settings may be beneficial.
